d be stated EAACTLY, FHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important,

Regintration District No.

DEPA%TMENT OF COMMERCE

MISSOUR] STATE BOARD OF HEALTH !% 5} b .l. 5

UREAU OF THH CENSUS
STANDARD CERTIFICATE OF DEATH 1 g 1 L

[ £ Prlmary Registration Distrlet No...

P, I tmdfl No.

1, PLACE OF DEATH:

{a) County. 8t Charles

= po

{5) Gity.ortown.. LEIETET Rural .7 .

. A

r ouuido city or town limits, write "RURAL” and nama nf towmhlp)

2. USUAL RESIDENCE OF DECEASED: -
R

;o
) @@ state Mo ® county_ 81 Charles .

2y
——

{¢) Name of hospital or lustitution: } City or town Rura]_
{If outside clty or town limits, writs “RURAL™)
{If oot in hoapital or izstitotion, writs stroet aumber or location)
(d) Length of stay: In hospital or {nstitution {d) Street No.
8 OY {Spocily whether 0 (1! rural, give Jocation)
Inthis community. rs ¥
years, months or days) 2 |1 (&) If foreign born, how 1ong in W, 8. A ceeceeerese e srsesssessameeseseeese Y €ATH.
MEDICAL" CERTIFICATION
8. (a) PRINT :
roL name Wi lliam Stewart Mc Kenney 15
o T 5 Sodal Seeurity 20. DATE OF DEATH: Month . ADTI1  day
. veteran ) acurd :
’ __l_g.éﬂ_mhourmm.zmm. ut 30 ’
natne war. No. ,
hereby, cort! that I attended the decensed fro:
5, Color or 6. () Single, widowed, married, 194/_4 ,.,, — 10
4. Sex..._..___M race. divorced..MﬂII.iﬂ.d that I lask saw b—‘dﬂ&_ alive on 19@_—_;
6. (b) Name of HsKn¥d or wife..... 6. {¢) Ageof or wite if {| and that death occurred on th d and lﬂ:u.r stntg i Dur
Sally Mc Kenney alive.....267 . years|| Immediats camme of du L
7. Birth date of decease Dec 29 7 1864 = \) R : /? ‘j’
(Month) {Day) {Yeur} .
8. AGE: Years Months Days If legs than one day Due to.%.ﬂhw
76 3 17 s / AN
- = (2reh '
Due tol e emaesanns
9, Blrthplace... lowa : - ) R .
- {Clty. town, or county) {Btata or foreign country) v

19, Usual occupntion____________E_&;me r

Wi

11 Industry or business

/

Other conditions

PHYSICIAN

18. Blrthplaco lowa

{u. Name.......Shewart Mc Kenney /

15. Birthplace Ohio

MOTHER FATHER

{ 14, Matden pamo_ HOBE GITHopt  (Stawor foreim somin)

D Toderline
the cause to
L4 which death

bouid b
Ot autaopey - charged sta-
: [tistically

Major findingn:
Of operati \

tiona -

t
£
-X
i
E
S N

22. If death was due to external causes, fill in ths foll
{a) Aecident, sulclde, or homicide (=pecify). el

{City, town, (Staty or Loreign country)
18. (a) Inf nt's own sl jﬂ% 7‘&/}.,“7

(b) Address Defiafl

17, (a) Burial (8 Date thar-nf’ApriﬁI:-: 17,14

(Burfa), crematien, or removal)

(Month) (Day) (an)

{c) Place: burial or cr | Thomas Howell Cem

18. (a) Slgnature of funeral dnec:or__M_QIIiB_Muﬂch.angt___
53

(&) Address Hamburh

Mo,

19. ¢a) A IA '-Afa(a)

te rocedved local registrar,

(Registrar's cignatuors)

o]

(b} Date of occurrenca
KI(E) Where did injury occor?t

(City or town) (County) (State)
(d) Did jury occur in or shout home, on fum, in industrial place, in public place?

3 i :] 15 { place,
e L TP tnjary_

28, Slgna : (M.D.or otherii_%
Ad Dats -

(Licensed Embalmer’s Statement on Reverse Side)



“

STATEMENT BY LICENSED EMBALMER

I hereby certify that the Eody whose nzme is recorded on the reverse side of this certificate was embalmed by me, or by e

, Registered Apprentice No

" working under my personal supervision,

. ) ‘- ‘ A Signed //?/M }////'1/1// _
| ) ’ " Licensed Embalmer No ,2 # é / /

P. O, Address ; ;Z fj—-‘?:

Ll

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faildfre to comply
the above constitutes grounds for revocation of license.) ‘

If this body is not embalmed, above space should be left blank.




